A dementing illness changes the carers as well. They have to come to terms with the effects of the illness and learn to accept deteriorating standards and to take risks. Setting the house on fire, wandering in the street and being run over, and dying when lost in the park are all recognised risks and therefore genuine worries. The major task of the new breed of psychiatrists in caring for patients with dementia will thus be in family and neighbourhood therapy. What they must, however, ensure is that in defending the line of diminishing institutional resources they do not push people too far. The ultimate protest of someone who cannot cope any longer is murder. Many of our present services give priority to the elderly who live alone; in reality those who live with others may cause the greatest stress. In developing a policy of home care for the demented we mrust care for the carers. The staff in residential care and in long-stay hospitals will also require training and support.
The college report is timely; it should be essential reading for all, for all must realise that a policy of coping with demented people at home implies that at times of illness the families will not be able to cope and will inevitably turn to us for help. Let us hope that such help will not be denied. The first group includes all the lesions caused by inoculation from an exogenous source. In patients not previously exposed to mycobacteria the primary cutaneous focus is associated with regional lymphadenitis to form the primary complex. This pattern is seen most commonly in children: the tuberculin test result becomes positive, the nodes may ulcerate, and rarely the disease may progress to acute miliary tuberculosis. In patients who have been infected before, on the other hand, the cutaneous lesion results in a hyperkeratotic papule without adenopathy-the "prosector's wart." Six out of 10 of such lesions reported in the past 10 years have been in people working in medically related professions.
The second group includes all lesions from an endogenous source. The most common manifestation is scrofulodermathe fistulous openings of sinuses originating in glands or bones previously infected with mycobacteria, as described by Michelson in 1924.4 This condition is now rare but may still be seen when lesions in lymph nodes, the epididymis, or bone form local abscesses which drain through the skin with the formation of sinuses. The other endogenous source is tuberculous material passed through body orifices-orificial cutaneous tuberculosis. Oral, perirectal, and labial lesions may remain undiagnosed for many years. The hyperprolactinaemia that results then stimulates the release of dopamine.7 Prolactinomas seem, then to develop as a primary pituitary disorder and not secondary to hypothalamic disease, so that selective surgical removal of the tumour, preserving anterior pituitary function (microadenomectomy),8 may restore normal hypothalamic control.9 10
Early studies'1 suggested that most women with prolactinomas would present in early reproductive life with amenorrhoea and infertility. In fact, any type of menstrual abnormality may be associated with hyperprolactinaemia, including dysfunctional uterine bleeding, regular anovulatory cycles, or cycles deficient in luteal-phase progesterone.'2 The incidence of galactorrhoea is variable (30-80o )," 13 depending to a large extent on the care taken by the clinician to examine the breasts and the meaning placed on traces of fluid expressed. Impairment of the visual fields due to an expanding tumour is fortunately rare (occurring in 700 of cases)." In contrast, men present later (mean 39 years) with impotence (900 %) and obesity (48%).14 15 Galactorrhoea is unusual, but many patients have evidence of suprasellar expansion, often reflecting the delay in diagnosis of a prolactinoma as the cause of impotence. 
